/\%\VERMONT ‘ AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND II\.TDEPENDENT LIVIN'G
Division of Licensing and Protection

103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http://www.dail.vermont. gov
Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

August 17, 2010

Ms. Diane Thompson, Administrator
Arioli Community Care Home

15 Arioli Avenue

Barre, VT 05641

Dear Ms. Thompson:

Enclosed is a copy of your acceptable plans of correction for the annual survey conducted on July 20,
2010. Please post this document in a prominent place in your facility.

We may follow-up to verify that substantial compliance has been achieved and maintained. [f we find
that your facility has failed to achieve or maintain substantial compliance, remedies may be imposed.

Sincerely,

Pamela M. Cota, RN
Licensing Chief

Blind and Visually Impaired
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demonstrate competency in the skills and

| techniques they are expected to perform before
| providing any direct care to residents. There

shall be at least twelve (12) hours of training each
year for each staff person providing direct care to
residents. The training must include, but is not
limited to, the following:

(1) Resident rights;

(2) Fire safety and emergency evacuation;

(3) Resident emergency response procedures,
such as the Heimlich maneuver, accidents, police
or ambulance contact and first aid;

|

!

(4) Policies and procedures regarding mandatory
reports of abuse, neglect and exploitation;

(5) Respectful and effective interaction with
residents;

(6) Infection control measures, including but not
limited to, handwashing, handling of linens,
maintaining clean environments, blood borne
pathogens and universal precautions; and

(7) General supervision and care of residents.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to assure that 5 of 5 reviewed employees
providing direct care to residents had completed
the required 12 hours of annual training. Findings
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include:

Per record review on 3/30/2010, 5 of 5 employee
records did not contain evidence of all required

of 7/20/10, the Manager confirmed that there was
no evidence to indicate that all reviewed staff had
completed required training.

VI. RESIDENTS' RIGHTS

6.18  The enumeration of residents' rights shall
not be construed to limit, modify, abridge or
reduce in any way any rights that a resident

: otherwise enjoys as a human being or citizen. A
summary of the obligations of the residential care
home to its residents shall be written in clear
language, large print, given to residents on
admission, and posted conspicuously in a public
place in the home. Such notice shall also
summarize the home's grievance procedure and
directions for contacting the Ombudsman
Program and Vermont Protection and Advocacy,
Inc.

This REQUIREMENT is not met as evidenced
by:

| Based on observation and interview, the home
. did not post the Resident Rights document in a
i public place in the home. Findings include:

! Per observation on 7/20/10 and confirmed during
i interview with the Manager on the afternoon of
7/20/10, there was no posted summary of the
obligations of the residential care home, the
home's grievance procedure or directions for
contacting assistance through programs such as
the Ombudsman Program and / or Disability
Rights Vermont.

annual training. During interview on the afterncon |
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Based on observation and interview, the home meals . i
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+ was incomplete for the breakfast and lunch meals
for the previous week, and no menu was posted
. for the current week. During interview that same
afternoon, the Manager confirmed that the prior
menu was incomplete and that the current week's
. menu had not yet been planned.
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7.2 Food Safety and Sanitation ~
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7.2.b All perishable food and drink shall be
labeled, dated and held at proper temperatures:
(1) At or below 40 degrees Fahrenheit. (2) Ator
above 140 degrees Fahrenheit when served or
heated prior to service..

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, there was
no system in place to monitor temperatures in

. refrigerators / freezers to assure proper food
storage. Findings include:
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Per record review on 7/20/10, there was no policy
/ procedure to instruct staff regarding the |
monitoring of refrigerator / freezer(s) to assure
that proper temperatures are maintained for food
storage. During interview that morning, the .
Manager confirmed that no policy and / or
procedure existed to assure perishable food
storage temperatures are maintained at
recommended levels.
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